TRANSACTIONS 

OK TIIB 

NEW YORK SURGICAL SOCIETY. 


Staled Meeting, March n, 1903. 

The President, Lucius W. Hotchkiss, M.D., in the Chair. 


UNUNITED FRACTURE OF CLAVICLE TREATED BY SUTURE. 

Dn. Alexander B. Johnson presented a young man of 
twenty-two years, who entered hospital September 8, 1901. About 
a year previous to that date he had received an injury to his right 
shoulder, for which no treatment had been sought. The shoulder 
became painful, and he could bear but little weight upon it. Ex¬ 
amination revealed a fracture of the right clavicle near the middle 
with weak fibrous union, with marked overriding. The lower 
fragment was displaced backward and there was great disability. 
Upon exposing the fracture, it was found to be extremely difficult 
to approximate the two ends of the bone. In order to accomplish 
this, so much force was necessary that it was thought wiser to 
remove a small section of bone from each fragment. After the 
removal of these shelf-like sections, forming a mortise, the two 
fragments were approximated and sutured with heavy catgut. 
The patient remained in the hospital about three weeks. Good 
bony union was evidently secured, as there were no evidences 
of motility at the present time. The limb was useful and strong. 

TORSION OF THE OMENTUM. 

Da. Joseph A. Blake presented a man, forty-five years old, 
a book-keeper by occupation, who was admitted to Roosevelt Hos¬ 
pital January 5 of the present year with the following history. 

He had had an inguinal hernia on the right side for twenty 
years, which had always been reducible, and for which he had 
worn a truss at times, but not continuously. 
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Three clays before his admission lie had had pain in the right 
side of tlie abdomen and in the hernia. Attempts at reduction 
were unsuccessful and attended with pain. The pain increased 
and was located chiefly in the epigastrium and right side of tile 
abdomen. There was also nausea and some vomiting. 

The condition on admission was as follows: Italian; short 
stature; obese; evidently suffering from severe pain; general 
condition fair; temperature, ioi° F.; pulse, too. Panniculus 
very thick. A large scrotal hernia on the right side, which was 
not tense, but extremely tender. A small part of the contents 
could be reduced, showing that the canal was not wholly occluded; 
the remainder was apparently irreducible omentum. The lower 
right quadrant of the abdomen seemed to be filled with a mass 
which reached to the middle line; the muscles were rigid and, 
on account of the thickness of the abdominal wall, the mass could 
not be defined. 

As the patient was excitable and spoke only a little English, a 
reliable history could not be obtained at that time, and the true 
nature of bis difficulty was not suspected. 

A diagnosis of probable appendicitis with a peritonitis spread¬ 
ing into the hernial sac was made. An incision was accordingly 
made through the right rectus. The omentum was found directly 
beneath the wound and was completely gangrenous. Its bulk was 
not increased, so that the arterial supply must have been cut off 
as soon as the venous return. Its lower end entered the neck of 
the hernia and could not be withdrawn. 

The abdomen contained a slight amount of bloody scrum. 
A second incision was then made over the inguinal canal and the 
sac isolated and opened. It contained some bloody scrum. Two 
fingers could lie easily inserted alongside the omentum through 
the internal ring, showing that there was no constriction. The 
omen turn was then pushed through into the abdomen with some 
difficulty. It was not adherent to the sac, but its extremity was 
thickened. 

The omentum could then be brought out of the abdominal 
wound, and it was found twisted through four and a half turns 
at its attachment to the transverse colon, constricting it to a rope- 
like mass one and one-quarter inches in thickness and four inches 
long. 

The entire gangrenous portion was removed, and when spread 
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out measured twenty-three inches in length and fourteen in 
breadth. It weighed two pounds and twelve ounces. 

The abdominal cavity was washed out, the wound closed, and 
a radical operation performed on the hernia. No drainage was 
employed. 

The wounds healed per primam, and the patient was dis¬ 
charged in three weeks. 

The mechanism in this case differs to a certain extent from 
that in the reported cases. 

The sequence of events was probably as follows. The circu¬ 
lation of the omentum in the sac became temporarily obstructed, 
rendering it irreducible. The attempts at reduction probably 
started the torsion, which was then carried on by repeated attempts 
at reduction or by the muscular action at tbc ring. 

In all but one of the cases collected by Wiener, who published 
them with one of his own in the Annals of Surgery of Novem¬ 
ber, 1900, the tip of the omentum was adherent, causing a more 
or less sling-like arrangement. In this case the end was not 
adherent, but was retained in the hernial sac. 

Wiener, in a very careful search, was only able to find seven 
cases, including his own. 

In all cases a hernia was present, but the omentum was not 
always found in relation with the hernia. 

In none of the cases was so much of the omentum involved 
as in this case. 

Dr. Charles H. Peck said he had seen a similar case four 
years ago. The patient was a woman, thirty-seven years old, who, 
when she entered the hospital, gave an acute history of about one 
week’s duration. She had a slight temperature, less than 102° F.; 
there was some abdominal pain, and the entire lower abdomen, 
especially on the right side, was distinctly rigid. Through the 
vagina a bulging mass could be felt behind the cervix. Tbc case 
was regarded as one of suppurating cyst, but, upon attempting 
to evacuate it through the posterior fornix, it proved to be a solid 
mass. That wound was thereupon packed, and upon opening the 
abdomen an omental torsion was found which filled the entire 
lower abdomen. Tbc pedicle was quite large, about the same size 
as that iu the case reported by Dr. Blake. The omentum was in 
a gangrenous condition. The entire mass was removed without 
much difficulty, as the adhesions were very recent, and the patient 
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made an uneventful recovery. She gave a history of a right in¬ 
guinal hernia of twelve years’ duration, for which she had never 
worn a truss, and which had never before given her any trouble. 

INTESTINAL OBSTRUCTION. 

Dr. Willy Meyer presented a woman, thirty-eight years 
old, who, when she came under his observation, September 26, 
1902, stated that four weeks before sbe had a sudden abdominal 
pain in the left inguinal region. This improved under treatment. 
A week later she had another attack of intense pain in the same 
region, and from that time on she complained of intermittent, 
loud, gurgling abdominal sounds day and night. Her appetite 
had been good; there had been no vomiting. The last movement 
of the bowels had been four days before; since then there had been 
absolute obstruction. 

When Dr. Meyer first saw the patient she was np and about 
and suffering no pain. Iier pulse was 96; temperature normal. 
Frecal vomiting had set in that morning. The abdomen was tym¬ 
panitic, and the loud, gurgling sounds referred to above were 
heard once in the course of the examination. Upon auscultation, 
peristaltic noise was audible. There was slight, generalized ten¬ 
derness over the entire abdomen. In the posterior lip of the cer¬ 
vix a hard, irregular nodule was felt, which had been diagnosed 
by her attending physician as a myoma. Malignancy of this tumor 
was suspected. 

Immediate operation at the German Hospital September 26, 
1902. After previous lavage of the stomach and thoroughly 
cleansing the vagina, a median abdominal incision was made. 
Through this a large quantity of serous fluid escaped. Both the 
small and large intestines were immensely distended; they were 
rapidly eviscerated, and the incision was lengthened to a point 
midway between the umbilicus and xiphoid. At the junction of 
the sigmoid and rectum a cancerous mass was found tightly con¬ 
stricting the gut. Both ovaries and tubes were also involved in 
the shape of large tumors; and upon removing these it was seen 
that the whole lower portion of the rectum, as well as the peri¬ 
toneum of the small pelvis, was studded with carcinomatous 
deposits. The trouble was so extensive that only a palliative oper¬ 
ation was deemed justifiable. This consisted of an inguinal colos¬ 
tomy, with a spur formation, which was done through the usual 
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incision. The gut having been sutured in place, an attempt was 
made to replace the intestines within the peritoneal cavity; they 
had been out for nearly an hour, and were black and blue. As 
reduction was impossible, a transverse incision was made into a 
knuckle of small intestine, and through this a large amount of 
foul-smelling fatcal matter escaped. She had also vomited con¬ 
siderable fatcal matter during the course of the operation. As 
she had been kept in Trendelenburg’s posture, aspiration was 
avoided. After emptying the intestines, it was a comparatively 
easy matter to replace them, with the help of “ KiimmeTs serviette.” 
At this juncture the patient was given an intravenous infusion. 
Now the upper and lower ends of the wound were stitched, the 
rest left open with secondary sutures in place. The spur was then 
incised transversely, just long enough to admit a large drainage 
tube, and the patient was put to bed. 

There was free drainage from the partially open abdominal 
wound, and on October 1, five days after the primary operation, the 
patient was again put under a general anaesthetic, and the abdomi¬ 
nal wound was closed. A further transverse slit was also made in 
the artificial anus, and the borders of the sigmoid were stitched 
to the skin by silkworm-gut sutures. In the following night the 
patient became seriously sick, her temperature rising to over 106° 
F., pulse to 160. With careful nursing she pulled through. 

With the exception of the development of a bed-sore over 
the sacral region, which appeared within a few hours and went 
soon to the bone, the patient made a good recovery from the 
operation, and since then she has gained over twenty-five pounds 
in weight. A microscopical examination of the growth confirmed 
the diagnosis of carcinoma. 

Dr. Meyer said that in cases of incomplete intestinal obstruc¬ 
tion of long standing, with great distention of the abdomen (ob¬ 
structive ileus) in old people, he was strongly in favor of a pri¬ 
mary colostomy. If possible, he would in such cases henceforth 
use the appendix, after the method suggested by Dr. Weir, for the 
purpose of emptying the distended intestines, provided the organ 
proved to have sufficient caliber. Such operation (intermuscular) 
could be well done under local cocaine anaesthesia. 

Du. George Woolsey said he did not think it would always 
prove feasible to employ the appendix for the purpose mentioned 
by Dr. Meyer. I11 old people, especially, there was a tendency 
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for the appendix to atrophy, and in 50 per cent, of cases over 
sixty years its lumen was partly obliterated, so that it was doubt¬ 
ful whether its lumen would he large enough to serve as an outlet 
for the freces. 

Dr. Meyer, in reply to Dr. VVoolscy, said that in old patients, 
who were in no condition to hear a prolonged operation or a gen¬ 
eral anaesthetic, it might be worth the trial to empty the distended 
intestines through the appendix. That operation was compara¬ 
tively simple, and cotdd be done under a local anaesthetic. The 
distended gut was opened after the abdominal cavity had been 
closed. Even if the lumen of the appendix was somewhat small, 
it might afford an exit for the thin contents of the gut. 

CICATRICIAL STRICTURE OF THE CESOPHAGUS (ABBE’S 
STRING METHOD). 

Dr. Meyer presented a boy, five years old, who, in March, 
1901, drank caustic lye from a bottle. As a result of this, he sub¬ 
sequently developed two strictures of the oesophagus,—the one 
five and the other nine and one-half inches from the teeth. At 
first, small-sized bougies could be introduced into the stomach, 
hut, because of an intercurrent attack of tonsillitis, the treatment 
had to be discontinued; and upon his recovery it was found that 
not even the smallest-sized instrument would pass the obstruc¬ 
tions. A gastrostomy (Kader) was thereupon done at the Ger¬ 
man Hospital, and about a month later a small filiform bougie 
could again be introduced from above. Repealed attempts were 
then made, with the aid of the cystoscopc and various curved and 
straight forceps, to locate and grasp the lower end of the bougie 
through the gastrostomy wound, but these proved fruitless until 
the stomach had been filled with fluid. It was then easily caught 
with the forceps, and a piece of stout fish-line attached, which was 
drawn upward through the mouth. A few days later, by the 
sawing method described by Dr. Abbe, the two strictures were 
gradually' divided until a No. 35 French bougie could be passed 
without difficulty. The instruments devised by Dr. Theodore Dun¬ 
ham were used with great success, the doctor himself kindly aiding 
at the operation. One week later the manoeuvre was repeated. 
Since then the caliber of the oesophagus has been maintained by 
means of Dunham’s instruments. The gastrostomy wound was 
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allowed to close. The little patient is now in excellent condition, 
cats what he wants, and swallows without any difficulty. He has 
materially gained in weight. 

Da. Blake said that about two years ago he employed Dr. 
Dunham’s method in a case of impervious stricture of the oesopha¬ 
gus in an adult. In that instance, no instrument could be made 
to pass the point of stricture, but by the thread-swallowing method, 
as demonstrated by Dr. Dunham at a meeting of the Surgical 
Society about a year ago, the result of the treatment was highly 
satisfactory. 

Dr. Wooi.sky said that the result of dividing an oesophageal 
stricture by the Abbe string-saw method was usually successful 
and devoid of danger. In a paper read in 1894 (Annals of Sur¬ 
gery, March, 1895) lie collected twenty-eight cases of operation 
for cicatricial oesophageal stricture without a death. About a year 
ago lie operated by (his method upon a patient who was an alco¬ 
holic subject, and in whom the stricture was very low down, near 
the cardia. Through the opening in the stomach the oesophageal 
orifice could not be felt or found, but a small bougie introduced 
from above gradually worked its way into the stomach, but its 
•point of entrance did not feel like an orifice of the stomach on 
account of the cicatricial contraction. The stricture was divided 
by means of the string-saw until full sized bougies could be passed 
from above. After this the opening into the stomach was treated 
by the method of Kader for feeding purposes, and a silk ligature 
was brought out through this and through the mouth, in case any 
rccontractiou occurred or any difficulty in passing bougies. He 
made a good recovery, and after an interval of five days bougies 
were easily passed from above into the stomach on two occasions. 
The patient died rather suddenly ten days after the operation, and 
the autopsy showed an area of gangrene surrounding the gas¬ 
trostomy wound in the stomach. 

Dr. Meyer said it was rather surprising that these operations 
within the {esophagus by means of the string did not prove more 
troublesome than experience had shown them to be. This was 
probably due to the superficial character of the wound made by 
the string. The speaker said that in a case of internal cesopha- 
gotomy which lie reported to the Society fifteen years ago, the 
operation was followed by acute meningitis and death. Dr. Meyer 
highly recommended Dr. Abbe’s ingenious method of introducing 
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•an instrument through the stricture, and using the string and its 
subsequent dilatation with the help of Dr. Dunham’s instruments. 
After one or two sittings, the stricture is sufficiently dilated to 
permit the gastric fistula to heal. 

CYSTOCELE COMPLICATING INGUINAL HERNIA. 

Dr. Otto G. T. Kiliani presented two young men who had 
recently been operated on at the German Hospital, one by Dr. 
Kammcrcr and the other by Dr. Kiliani Both had been regarded 
as cases of simple inguinal hernia, and, as there had been no 
bladder symptoms, the cystocele was an unexpected complication. 
The section of bladder involved was extraperitoneal, and in both 
instances presented itself as a typical lipoma. In both cases the 
bladder was recognized, and an injury avoided. 

As to the frequency of this complication. Dr. Kiliani said 
it existed, according to one author, in i to 3 per cent, of all 
cases of inguinal hernia, while another writer had put the figures 
as high as 30 per cent. The latter (W. Becker, of Braun’s Clinic) 
probably had met with it so frequently because lie only operated 
on cases of very large hernia. 

Dr. John B. Walker said he had seen three cases of hernia 
of the bladder in adults, but in none of them was there a distinct 
lipoma: there was merely an increase in the fat. 

TUBERCULOSIS OF THE WRIST-JOINT TREATED BY BIER’S 
METHOD. 

Dr. Willy Meyer presented a man, forty-two years old, who 
came under observation a year ago. lie had tuberculosis of the 
left wrist, all the tendon sheaths being involved. As the patient’s 
general condition was very poor and functional result of wrist- 
joint resection at his age rarely good, the conservative plan of 
treatment by Bier’s method was decided upon instead of operative 
interference. The patient was informed that the treatment would 
take many months. An clastic bandage was applied to the arm 
above the wrist, the object being to keep the parts in a continuous 
condition of venous hypenemia. Twice daily the bandage was 
removed and the arm was massaged. It was then applied at an¬ 
other place. After the first week’s treatment the pain at night, 
which had given the patient much annoyance, had disappeared. 
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The treatment was kept lip faithfully, but had to be interrupted 
for a time on account of the development of an abscess at the 
wrist, which was aspirated and injected with an emulsion of iodo¬ 
form. After six months the bandage was applied only at night. 
The treatment has resulted in an entire cure, and Dr. Meyer 
thought that this method of Bier should be more frequently re¬ 
sorted to in tuberculosis of the joints of the extremities. 

Da. George R. Fowler said it had always been a source of 
wonder to him that the Bier method had not found more advo¬ 
cates, particularly among orthopaidic surgeons, who probably see 
many more cases of tuberculosis of the joints than do the general 
surgeons. Many years ago Laennec called attention to the fact 
that pulmonary tuberculosis was rarely associated with certain 
forms of cardiac disease, and this immunity lie attributed to the 
stasis of the blood in the lungs resulting from the cardiac lesion. 
The same principle is applied in Bier’s method, which produces 
a venous hyperamia in the region of the diseased joint. Dr. 
Fowler said he had employed it in tuberculosis of the wrist, elbow, 
knee, and ankle, and, while his results had never been as brilliant 
as in the case shown by Dr. Meyer, decided improvement had 
always taken place. The great drawback was that, on account of 
the long duration of the treatment, patients were very apt to grow 
careless or abandon it entirely. The usual treatment of these cases 
by means of a fixation bandage of plastcr-of-Paris produced a 
certain amount of stasis, and the good results obtained were possi¬ 
bly attributable in some degree to that fact. 

Dr. Kiliani said that the original idea of Laennec, to whom 
Dr. Fowler bad referred, was that pulmonary tuberculosis did not 
occur in severe cases of scoliosis, where the entire pulmonary sys¬ 
tem was in a state of stasis. 

Dr. Kiliani said that Bier’s method of treating tubercular 
joints certainly gave good results, and should be used more than 
it is. Some years ago lie showed six cases at a meeting of the 
German Medical Society treated by this method. In two of the 
cases the wrists were affected. The best results were obtained 
in comparatively young patients. 

Dr. Willy Meyer, in dosing, said lie bad first resorted to 
the Bier method in 1893. Eight years ago, at a meeting of the 
Orthoprcdic Section of the New York Academy of Medicine, be 
showed a case of tuberculosis of the elbow-joint in a man of fifty 
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that had been entirely cured by this method. lie had also success¬ 
fully treated a number of eases of tuberculosis of the wrists and 
knees by this same method. One great advantage of the treat¬ 
ment was that the patients did not have to remain in the hospital, 
but could be treated at home or at the dispensary. 


THE TOXICITY OF APPENDICITIS, WITH REPORT OF A CASE 
OF “VOMITO NEGRO.” 

Du. George R. Fowler read a paper with the above title. 

Du. Woolsky said that the only examples of black vomit 
he had ever seen were in eases of fatal diffuse septic peritonitis. 
The matter vomited in those eases was quite watery in consist¬ 
ency, dark-brownish in color, and its sediment, upon examination, 
proved to contain blood or blood pigment. The peritonitis in the 
cases lie had in mind did not result from appendicitis, except in a 
single instance. 

Du. John F. Erdmann said he had never had a ease of 
“ black vomit” in which its occurrence could be ascribed to ap¬ 
pendicitis alone, but within (he last fourteen months lie had seen 
two eases where it occurred after operations on the appendix 
and gall-bladder, done at the same time. In the second case, 
which occurred very recently, the bloody vomiting commenced 
immediately after the man left the operating table, and continued 
without cessation for two and one-half days, when death occurred. 
The vomiting was not expulsive in character. In the other ease, 
which occurred about a year ago, the train of symptoms was 
practically the same, excepting that the vomitus became bilious 
in character on the second day. 

Du. Willy Meyer said he had seen a number of cases of 
“ black vomit” following acute appendicitis, probably eight or 
ten in all; but lie had not reported them because he had never 
succeeded in getting an autopsy. In all the eases the complication 
followed acute appendicitis, with septic peritonitis. It was his 
impression that this kind of vomiting was oftener met with in 
eases of peritoneal sepsis rather than of septic peritonitis. The 
coils of intestines were highly injected, dry, and sometimes the 
intestines were covered with a fibrinous exudate. In the majority 
of the eases the patients died. Lavage of the stomach did not 
affect the vomiting. In one ease of acute gangrenous appendicitis, 
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without perforation, which he operated on last summer, black 
vomiting set in on the third day; that patient recovered with 
stomach lavage. Dr. Meyer said he had always had the impression 
that the “ black vomit” was more apt to occur in cases of acute 
appendicitis in which operation was unduly delayed. He thought 
the possibility of its occurrence was another argument in favor 
of early operation in acute appendicitis. The speaker said Kelir, 
of Halbcrstadt, had seen many instances where the “ black vomit” 
followed an operation for acute cholelithiasis. He agreed with 
Dr. Fowler and other authors that it was due to ulceration of 
the gastric wall in consequence of septic infection. 

Dr. Kiuani recalled two cases of appendicitis, both in 
young girls, where the operation was followed by a low, septic 
temperature. Black vomiting set in on the fourth and fifth day, 
respectively, and both cases terminated fatally. The vomitus con¬ 
tained blood. 

Du. Blake said lie thought that perhaps the occurrence of 
“ hlack vomit” cotdd be ascribed to general septicaemia and cellu¬ 
lar degeneration. It was very likely that the gastric juice had a 
selective action upon the tissues of the stomach wall after the 
latter became devitalized. He did not believe that the condition 
was always due to a septic embolism. 

Dr. Fowler, in closing, said that in the cases reported by 
Dr. Erdmann, where the “ black vomit” set in almost immediately 
after operation, it might have been due to some punctate haemor¬ 
rhages, attributable to forcible emesis incident to the ether, rather 
than to septic embolism or as the result of the effects of toxic 
products upon the gastric mucosa. It was certain that one might 
get “ black vomit” without the presence of appendicitis, peritonitis, 
or strangulated hernia. The phenomenon had been observed in 
various fevers and in severe malarial infection. Still, this did 
not alter the fact that in the type he had described the vomiting 
was evidently due to the toxic effects of the bacteria or their prod¬ 
ucts originating from the diseased appendix. Even mild attacks 
of appendicitis might he accompanied by a moderately severe 
thrombophlebitis of the veins of the mesentery, and the infection 
might be carried in this way into the portal and pulmonary circu¬ 
lation, or even into the lumbar veins. While the occurrence of 
this type of vomiting was not necessarily confined to extremely 
virulent cases of appendicitis, it was usually limited to such cases, 
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and, as they were more apt to give rise to peritonitis than the 
mild cases, “ black vomit” was naturally seen most frequently in 
the presence of peritonitis. The condition of dry peritonitis, re¬ 
ferred to by Dr. Meyer, might be present, without any exudate, 
and still there be sufficient infection present to produce “ black 
vomit.” The suggestion made by Dr. Meyer to operate early was 
very important; yet in one of the speaker’s cases in which the 
“ black vomit” occurred the operation was done within twenty- 
four hours after the onset of the symptoms. In appendicitis it 
was sometimes difficult to decide whether we were operating early 
or late until the abdomen was opened. 

THROMBOSIS OF THE SUPERIOR AND INFERIOR 
MESENTERIC ARTERY. 

Dit. Otto Kiliani described the following case. The patient 
was a man who was admitted to the medical ward of the German 
Hospital on February 20, 1903, with the following history: 

Twelve days ago pain in right hypochondriac region and diar- 
rhcca. On the first day, twelve movements. This diarrhoea lasted 
four to five days, having from ten to twelve stools every day. 
After this the patient became constipated and was compelled to 
take laxatives. The pain in the abdomen was continuous, at times 
quite severe; colicky pains. Abdomen tense, hard, and very ten¬ 
der. Never noticed any blood in stools. Heart action irregular, 
first sound at apex indistinct. Diazo and Widal negative. Febru¬ 
ary 23 he was transferred to the surgical side with marked peri¬ 
tonitis. Operation showed a large part of the ilciun gangrenous; 
one small perforation in ileum was found. No strangulation, 
invagination, internal hernia, volvulus, or obturation found. Mes¬ 
enteries thickened and inflamed. No pulse could be felt in the 
larger branches of the mesenteric arteries. Diagnosis of throm¬ 
bosis of the mesenteric arteries was made, and, as the lesion was 
too extensive to warrant any operation on the gut itself, abdomen 
was closed. Death a few hours after operation. Post-mortem 
showed the upper eight feet six inches of intestines in fairly 
healthy condition; the other portion, consisting of lower part 
of jejunum and entire ileum, down to ileocrccal valve, gangrenous. 
Length of gangrenous gut, ten feet six inches. Mesentery gan¬ 
grenous. Vessels collapsed distally, thrombotic at proximal ends. 
Thrombi found at junction of branches to superior mesenteric. 
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Both kidneys show paie infarct, sharply defined, of the size 
Ij 4 xt;ktxii 4 inches in the right, ij4 x IJ4 x i inches in the 
left kidney. 

Heart: valves fairly good, muscle shows interstitial changes. 
In left ventricle dark red blood-clot, attached to corda: tendinea;. 

Aorta: from arch to bifurcation atheromatous placques. 
Superior mesenteric itself patent, but its branches occluded by 
bright red clots. Inferior mesenteric shows bright red clot at its 
branching from the aorta three-sixteenths of an inch in diameter. 
Right common iliac normal, but that bifurcation shows well- 
formed clot. 

Koclbing (Bruns’s Bcitriige, Vol. xxxiii, 1902) has col¬ 
lected forty-nine cases in literature of arterial thrombosis, and 
fifteen cases of thrombosis of the veins. No operated case had 
been diagnosed rightly. Two cases operated with favorable re¬ 
sults, one by Elliot. Mistaken diagnosis, forty-eight inches re¬ 
sected. Second case, Lindner (Koclbing), resection of fifty centi¬ 
metres of gut. 

Dit. Woolsky said that a year ago last summer he saw a 
woman between thirty and forty years of age with symptoms of 
septic peritonitis. There was no suspicion as to the cause of the 
peritonitis. Upon opening the abdomen, he found that the intes¬ 
tines were bluish-green in color, and there was a brownish, watery 
fluid in the peritoneal cavity. The condition of the appendix, 
liver, gall-bladder, and pancreas was investigated, and found to 
be normal. The patient died within twenty-four hours, and the 
autopsy showed an embolism of the superior mesenteric artery. 
Almost the entire small intestine and a part of the large were 
gangrenous. 


Staled Meeting, March 25, ipoj. 

The President, Lucius W. Hotchkiss, M.D., in the Chair. 

RECURRENT ENDOTHELIOMA OF THE PAROTID GLAND. 

Da. Gkorcic Woolsky presented a young man who was oper¬ 
ated on by Dr. Woolscy in May, 1900. The history he gave at 
that time was that two and one-half years previous to that date 
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(ill 1897) lie had been operated on in San Francisco for a tumor 
involving the left parotid gland, which had been pronounced an 
endothelioma. At the time of the primary operation the tumor 
was not very large, but had been growing for about two years. 
After tbe first operation, the wound had never healed entirely; 
a sinus persisted, which had been scraped at tbe New York Hos¬ 
pital. Various other methods of treatment had also been resorted 
to, and when Dr. Woolscy first saw the patient, liquid air was 
being tried upon the wound as a caustic. 

An examination revealed a swelling which involved the whole 
left parotid region and extended down below the angle of the 
jaw. There was an open sinus below tbe lobe of the car which 
could be traced forward towards tbe angle of tbe jaw. The 
tumor was very hard; it apparently involved tbe entire gland, 
but had not spread outside the capsule of the gland. Its removal 
was attended with the usual difficulty in such cases, and necessi¬ 
tated the ligation of the external carotid artery and the temporo- 
niaxillary vein. The facial nerve, which was embedded in the 
tumor, was divided, and, as a result of this, the man now had a 
left facial paralysis. Otherwise, his recovery was uneventful. 
Winking iu the left eye is confined to the lowering of the upper 
lid, probably from gravity; the lower lid cannot be raised. The 
patient has never had any trouble from tbe collection of food in 
the mouth, the dribbling of saliva, and but little from lacbryma- 
tion and the resulting epiphora. He shows bow little trouble a 
complete facial paralysis may cause a patient. 

The tumor was sent to Dr. Ewing, and lie pronounced it an 
endothelioma, a variety of growth which is not uncommon in this 
region. It was similar to the type of growth described by von 
Volkmann, ratber than to those commonly seen here. Its struc¬ 
ture was very much like that of carcinoma, but it was usually less 
malignant and rarely recurred. In this case the second operation 
was done almost three years ago, and there arc no signs of a 
recurrence. The wound closed readily after the operation, and 
has remained so. 

Dit. Chakt.es L. G ihson said that over three years ago he 
saw a recurrent growth involving practically the whole parotid 
gland, which he removed in toto. The tumor had been subjected 
to a number of pathological examinations, and had been pro 
nounced an endothelioma. There had been no recurrence since 
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the second operation, and it was rather strange that it should have 
recurred after the original one. In striking contrast with this 
case was one of endothelioma of the submaxillary gland, where 
removal was followed by a prompt and diffuse recurrence, in¬ 
volving the soft parts of the neck and jaw and causing death 
within six or eight months by metastatic involvement of the spinal 
cord. Endothelioma in other than glandular regions of the body 
usually remains localized, and docs not show any tendency to 
malignancy. 

Du. Wool, sky said that in the case he had shown it was pos¬ 
sible that recurrence was due to the fact that the entire tumor 
had not been removed at the original operation. He had some 
reason to suspect this because of the fact that the wound had 
never healed after the first operation. 

PLASTIC OPERATION AFTER EXCISION OF EPITHELIOMA 
OF THE CHEEK. 

Du. Ciiaui.es II. Peck presented a man, forty-nine years old, 
who was operated on seven months ago for the removal of an 
extensive epithelioma involving the left cheek and angle of the 
mouth. The growth had existed about a year, and had invaded 
the tissues to such an extent that the results of the excision were 
not regarded as very promising. 

In order to close the large gap left after removal of the 
growth, a flap was taken from the corresponding side of the neck 
and carried upward, so that it now formed a part of the left 
cheek and the angle of the mouth. The flap was not everted, as 
was usually done in these plastic operations. Its inner surface, 
which now forms part of the oral cavity, was allowed to heal by 
granulation. There had been very little shrinkage in the size of 
the 11a]), and the cosmetic cfYect of the operation was excellent. 
Thus far there were no evidences of a recurrence of the epithe¬ 
lioma. 

The dimensions of the portion of cheek removed were, length, 
two and one-eighth inches; width, one and three-eighths inches; 
thickness (greatest), seven-eighths of an inch. 

Du. IIowaui) Lu.iunthai. asked Dr. Peck how the develop¬ 
ment of the epithelium on the inner surface of the llap progressed? 
He thought it would he interesting to note, in such a case, whether 
the process was analogous to that described by Dr. Otis in the 
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healing of strictures of the urethra after urethrotomy, where the 
defect is covered with epithelium of normal mucous membrane, 
and not with cicatricial tissue. In Dr. Peck’s case, the inside of 
the cheek has the peculiar appearance of normal mucous mem¬ 
brane. 

Dn. Peck said the color of the inner surface of the flap was 
rather more natural now than it was during the first few weeks 
following the operation. So far as he could follow the healing 
process, it was of the nature of the development of normal mu¬ 
cous membrane rather than true cicatricial tissue. 

Dr. F. Kammeuer said that he had never applied such a 
method for the correction of defects of the cheek, because he had 
always feared contraction during healing of the raw surface on 
the inside of the flap. The results after flap operations for the 
correction of defects of the lower lip, according to Volkmann's 
method, arc not always very encouraging from a cosmetic point 
of view. He further mentioned a case in which he had removed 
the entire cheek for carcinoma, substituting therefor a large flap 
from the frontal region with its base at the zygoma. The flap 
was turned, bringing its external surface to the inside of the 
mouth and leaving the raw surface to be closed later by trans¬ 
plantation, according to Thiersch. After ten days the pedicle was 
divided, the flap retained its vitality throughout, but contracted 
rapidly. Unfortunately, an early recurrence interfered with the 
final result. No doubt the plan which had been recently sug¬ 
gested of immediate transplantation of epithelium upon the raw 
surface of the flap was the better one. 

Dr. Ilorcn kiss said that some years ago he did a similar 
operation upon a patient at the Skin and Cancer Hospital, who 
had had an epithelioma of the lower lip removed, leaving a defect 
of the angle of the mouth. In that case the flap was taken from 
the neck, as Dr. Peck had done. The immediate result of the 
operation was excellent, but the patient was lost sight of soon 
after his discharge from the hospital, and he did not know how 
the case eventually turned out. Dr. Hotchkiss said that, in map¬ 
ping out these flaps, allowance should always be made for a cer¬ 
tain amount of contraction. The method employed by Dr. Peck 
was certainly simpler than turning in the skin surface of the flap 
and covering the raw outer surface with skin grafts. The forma¬ 
tion of new mucous membrane in the case exhibited demonstrated 
that the simpler operation might be equally effectual. 
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SARCOMA OF THE SCAPULA. 

Dr. Howard Lilientiial presented a girl of seventeen who 
was admitted to Mount Sinai Hospital October 16, 1902. Her 
family history was negative, and her previous history contained 
nothing of interest. One week before her admission she had first 
noticed, and then by chance, a lump over the right shoulder-blade. 
It was painless and had caused no disability. It had not appar¬ 
ently increased in size since it was first observed, and, according 
to the patient’s statement, it had not caused any impairment of 
her health or strength. 

Upon examination, the patient was found to be fairly well 
nourished. No glands could be felt excepting the left inguinal, 
which were slightly enlarged. There was an inconstant musical 
murmur of the heart, heard over the third left cartilage. An 
examination of the other organs proved negative. 

In the right scapular region was a rounded mass, confined 
to the lower and outer two-thirds of the infraspinous fossa, and 
not involving the posterior border of the scapula. The mass was 
about the size of a large orange, smooth and clastic, but firm. The 
skin covering it was movable and normal in appearance. There 
were no dilated blood-vessels over it. The anterior border of the 
scapula was free, and the growth did not encroach upon any of 
the adjacent tissues. The axillary glands were not enlarged. 

Two days after the girl’s admission, a small'section of the 
growth was removed and submitted to Dr. F. S. Mandlebaum, the 
pathologist of the hospital, who reported that it was a small, 
round-cell sarcoma. Three days later the patient had a chill, and 
her temperature rose to 102° F. The mass was evidently in¬ 
creasing in size, and the small wound through which a section 
had been removed looked red and inflamed. On October 24, the 
temperature had dropped to 99.8° F. On the 26th, two minims 
of Parke, Davis & Co.’s preparation of Coley’s fluid were injected 
into the tumor; no reaction. On the 27th, four minims were 
injected; no reaction. On the 28th, six minims were injected, 
and on the following day the temperature rose to 102.8° F.; there 
was an area of redness about the wound, and the skin was slightly 
elevated. At this time the tumor measured thirteen centimetres 
in each diameter. On the 30th the temperature had fallen to 
99 0 F. and the redness about the wound had decreased. O11 the 
31st, twenty minims of Coley’s fluid were injected, and on Novem¬ 
ber 1, twenty-five minims. There was no reaction, but the mass 
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was perceptibly smaller. The size of the injections was daily 
increased until the dose had reached fifty minims. Some of these 
injections were followed by a slight chill, while others caused little 
or no reaction.. On December 8 one minim of Buxton’s prepara¬ 
tion was injected: this was followed by a rapid rise of tempera¬ 
ture from 98.8° to 104.4 0 F., with an accompanying chill. The 
same dose was repeated every day for three or four days, with 
very slight reaction. During this entire period of treatment, the 
patient was also subjected to daily exposure to the X-rays, each 
sitting lasting from ten to fifteen minutes. On December 13, 
there was considerable tenderness and swelling at the site of the 
injection: this disappeared under the application of an ice-bag. 
On December 25 it was noticed that the spine of the scapula had 
become more easily palpable. On January 3, of the present year, 
Parke, Davis & Co.’s fluid was substituted for the Buxton prepa¬ 
ration, fifty minims being injected daily. The tumor continued 
to decrease in size, and on January 29 the injections were dis¬ 
continued. 

Dr. Lilicntlml said that the improvement steadily continued, 
and at the present time the tumor can no longer be felt. A cuta¬ 
neous thickening, however, still persists, which is apparently due 
to the use of the X-rays. The patient steadily improved in weight, 
and was discharged from the hospital February 8. The speaker 
said that his reason for not operating in this case was that an 
operation would have necessitated the complete removal of the 
scapula. On that account lie determined to give Coley’s fluid and 
the X-rays a brief, preliminary trial. If no improvement had 
occurred within a very short time, lie would have resorted to 
operation. 

CORTICAL BRAIN ABSCESS. 

Du. Hotchkiss presented a man, twenty-one years old, who 
was admitted to the hospital on November 6, 1902. He had been 
struck on the head by a falling rock, which produced a simple 
fracture of the skull on the right side, with the subsequent devel¬ 
opment of a large hrematoma. On admission, the patient was 
stupid and but partially conscious; the pupils were equal. The 
stupor gradually became more pronounced, and on November 17, 
Dr. Ilanscom, the house surgeon, under the supervision of Di. 
Le Boutcllier, made a large horseshoe-shaped incision through the 
scalp, and found a non-depresscd, comminuted fracture of the 
skull. The skull was trephined, and an irregular section of bone, 
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about three inches by two inches, which was found loose in the 
centre of this fracture, was removed. There were several fissures 
which extended to the base of the skull. There was a small extra¬ 
dural and a very large intradural clot, and upon washing these 
out, a laceration in the cortex of the brain was discovered. The 
wound was closed, with drainage, and, with the exception of the 
development of a hernia cerebri, the patient apparently made an 
uneventful recovery, and was discharged December 7, 1902. 

He was readmitted to the hospital on February 8, 1903, com¬ 
plaining of severe headache, dizziness, and pain in the skull. 
There was a diffuse cellulitis over the right side of the scalp and 
forehead, involving the right eye. After evacuating some pus 
from the superficial abscess, a large fluctuating tumor could he 
made out, apparently within the skull and over the site of the 
original injury. 'File large, horseshoe flap which had been made 
at the time of the original operation was again laid hack, and a 
large abscess in the cortex was opened and drained. The abscess 
was situated very close to the motor area, hut it had given rise 
to no motor symptoms. This was probably due to the fact that 
pressure upon the brain had been relieved by the large opening 
that had been left in the skull. After the second operation, a 
hernia cerebri again developed, which had to he cut off at various 
times. The patient’s further recovery was uneventful. 

Dr. Hotchkiss said the case showed the possibility of late 
cortical infection, even after the external wound has apparently 
healed. 

Du. Otto G. T. Kii.iani said that at a recent meeting of the 
Society lie had shown a patient upon whom he had operated for 
tumor of the brain. An extensive cavity was left after removal 
of the tumor, which was temporarily tamponed with iodoform 
gauze, and when the gauze was taken out the hone-flap could not 
he accurately approximated to the gap left in the skull. On 
account of this displacement, a slight bony necrosis resulted and 
a small fistula developed. The patient continued to improve, and 
finally insisted on going home. Four days after his departure 
from the hospital he suddenly died. An autopsy showed that the 
cause of his death was meningitis, traceable to this small fistula, 
which had persisted for two and one-half months. 

Du. W001.SEY said the following case was of interest, as hear¬ 
ing upon the possibility of late suppuration after injuries of the 
skull. The patient was a butcher, who, while entering a cold- 
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storage place, ran his head against a meat-hook. This produced 
a scalp-wound of the right frontal region, which was thought 
nothing of; it rapidly healed, and apparently gave him no further 
trouble. Six years later lie came to the hospital, presenting a 
large, red swelling of the scalp over the site of his previous injury. 
After opening this abscess and evacuating the pus, a probe was 
introduced, which imparted the sensation of an ordinary com¬ 
pound depressed fracture of the skull. Dr. Woolsey operated and 
found such a fracture, which had healed. There was an abscess 
between the scalp and the bone, and another underneath the skull, 
between the bone and the dura (epidural). The bone was some¬ 
what eroded but not necrotic. 

A CONTRIBUTION TO THE RADICAL CURE OF LARGE 
UMBILICAL HERNIA. 

Dr. Forbes Hawkes read a paper with the above title. 

Dr. Liuentiiai. said the specimen shown by Dr. Ilawkes 
in connection with his paper clearly demonstrated the intimate 
way in which the fibrous tissue invaded the interstices of the 
silver netting. The speaker said he had never resorted to the 
use of silver filigree in the closure of these large ventral hernia;, 
having always been somewhat timid about the introduction of a 
foreign body in this region. In one instance he succeeded in 
closing a large gap in the median line, which could not be brought 
together by lateral sutures, by passing the sutures up and down, 
thus making the line of suture transverse, and keeping the patient 
in bed, with the thighs flexed for a long time after the operation. 
After seeing the specimen shown by Dr. Ilawkes, Dr. Lilicntbal 
said he would be less reluctant to try the implantation method. 

Dr. Kammerer said it was not unusual to get primary union 
in these cases. The method described was advocated by the late 
Dr. Phelps in the treatment of inguinal hernia:. The speaker 
said he had seen three or four such operations where the wounds 
had healed promptly, hut later on intestinal suppuration had set 
in, and he had been obliged to remove the silver wire after several 
years. As Dr. Hawkes bad suggested, the material used in these 
cases might have been at fault, and such mishaps would not occur 
with the silver filigree. Dr. Kammcrer said that the ultimate 
results in some cases he had observed in which the filigree opera¬ 
tion was done were not entirely satisfactory, and he therefore 
thought it was suitable only when other methods were impossible. 
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